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The ingestion of foreign bodies occurs most fre-
quently in pediatric age groups, followed by eden-
tulous adults, prisoners, and psychiatric patients.
Of all factors, the wearing of dentures is most com-
monly associated with the ingestion of foreign
bodies in adults.1 Fortunately, most foreign bodies
pass through the gastrointestinal tract harmlessly.
However, 10–20% require nonsurgical interven-
tion and 1% or fewer require surgery.2 The prog-
nosis of untreated esophageal foreign bodies (EFB)
is catastrophic because of the high rate of compli-
cations, including esophageal perforation, fistuliza-
tion, and pleural empyema.3
Case Report
An 89-year-old female with type 2 diabetes, hy-
pertensive cardiovascular disease, and a previous
cerebrovascular accident was a long-term bedrid-
den patient in a nursing home. She had displayed
progressively poor appetite for a few days before
she was sent to our emergency room with the sud-
den onset of consciousness disturbance. The nurs-
ing staff suggested that she might have swallowed
a removable partial denture.
Chest X-ray showed a radio-opaque lesion in
the right lower mediastinal region measuring about
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Mis-swallowing of a foreign body in the esophagus coexisting with sliding hernia might be misdiagnosed as
esophageal perforation with mediastinal abscess. We report an 89-year-old woman, bedridden for a long
period in a nursing home after a previous cerebrovascular accident, who was sent to our emergency depart-
ment in a state of sepsis because she had swallowed a radio-opaque partial denture. The retention of the
denture as an esophageal foreign body was complicated with mediastinitis and bilateral pleural effusion.
The inability of the patient to give a reliable clinical history delayed the diagnosis. This report highlights
the difficulty in precisely locating a partial denture because of conflicting radiologic findings and the coex-
istence of esophageal sliding hernia, all of which led to a misdiagnosis of possible esophageal perforation.
A right posterolateral thoracotomy with gastrostomy was performed to remove the lower esophageal foreign
body after esophagoscopy failed. The surgical finding of a coincidental sliding esophageal hiatal hernia
correlated well with the clinical presentation. Managing such a complicated esophageal foreign body in this
elderly patient was challenging. [J Formos Med Assoc 2008;107(8):663–666]
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4×1cm and no pneumomediastinum, mediastinal
widening, or mediastinal air–fluid level (Figure 1).
Physical examination showed no subcutaneous
emphysema over the neck or chest regions. The
patient was in a state of sepsis, with a body tem-
perature of 35.8°C, tachypnea of 30/min, and
tachycardia of 110 bpm. Laboratory test results
showed a white blood cell count of 21.5 × 109
cells/L and a C-reactive protein concentration of
70.8 mg/L.
Chest computed tomography was scheduled
for a suspected esophageal perforation. The study
revealed a radio-opaque foreign body in a dilated
sac-like space with a thick wall, fluid accumulation
over the posterior mediastinum behind the heart,
and bilateral pleural effusion (Figure 2).
The removal of the foreign body with flexible
and rigid esophagoscopies failed because of exten-
sive turbid fluid accumulation and some fold-like
ridges in which the foreign body was embedded.
A right posterolateral thoracotomy was performed,
which revealed an unexpected sliding esophageal
hiatal hernia. The partial denture was removed
(Figure 3) by gastrostomy and chest tubes were set
in the mediastinum to provide adequate drainage.
The procedure of reducing the sliding hiatal hernia
with fundoplication was not performed because
the patient was in a state of severe sepsis with un-
stable vital signs.
After the operation, the patient recovered well
and her white blood cell count decreased from
21.5 × 109 cells/L to 6.8 × 109 cells/L. Unfortunate-
ly, nosocomial pneumonia infection developed
during hospitalization, and the patient died from
pneumonia with sepsis and multiple organ failure
after 15 days of hospitalization.
Discussion
Dental restorations are occasionally ingested by
accident. Elderly patients, especially those with
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Figure 1. Plain chest film shows a row of radio-opaque
foreign body (arrow) over the right lower mediastinum.
Figure 2. Contrast computed tomography shows a metal-
lic foreign body (arrow) in a space resembling the dilated
digestive tract with fluid accumulated over the posterior
mediastinum behind the heart. Bilateral pleural effusion is
also evident.
Figure 3. The retrieved denture. The row of metallic partial
dentures was pointed and ridged in shape and impacted in
the sliding esophageal hiatal hernia with pending perforation.
underlying central nervous system disease and
either reduced control of the oropharyngeal com-
plex or diminished consciousness, are the most
likely to swallow a removable partial denture.
These patients present a special challenge because
their inability to give a reliable clinical history may
delay the diagnosis—as in the case of this patient—
which can increase morbidity and mortality.
The most common site of impaction is at the
level of the cricopharyngeus, followed by other
areas of anatomic narrowing.4 Radio-opaque ob-
jects are typically easy to identify, and plain radio-
graphs are usually sufficient to evaluate and
confirm the lesion. In this patient, the plain chest
X-ray showed a radio-opaque lesion over the right
lower mediastinal region, but this conflicted with
the normal esophageal anatomy. Anatomically,
the esophagus is located to the left of the midline
and anterior to the thoracic aorta as it proceeds
behind the pericardium to the level of the seventh
thoracic vertebra. At this point, the esophagus de-
viates further to the left and enters the esophageal
diaphragmatic hiatus anteriorly at the level of the
11th thoracic vertebra. An esophageal contrast ex-
amination is not performed routinely on a patient
in such an unstable condition.
From the clinical presentation and plain chest
X-ray, esophageal perforation was strongly sus-
pected. Chest computed tomography was con-
ducted to further evaluate the location of the EFB
and the condition of the surrounding structures
and soft tissues. It showed that the metallic mate-
rial was embedded in a dilated sac-like space over
the posterior mediastinum behind the heart. 
Although there was no pneumomediastinum, the
imaging finding of a wall-thickness sac with con-
siderable fluid accumulation and bilateral pleural
effusion led to a diagnosis or suspicion of esoph-
ageal perforation with mediastinitis. It was also
difficult to read the computed tomography image
of a metallic foreign body with artifacts, which
would probably have hidden any subtle esoph-
ageal perforation.
The equivocal diagnosis made further evalua-
tion by esophagoscopy necessary. The embedded
metallic lesion with fluid obscuration and a ridged
edematous mucosa was identified under endo-
scopy, which indicated that it was impossible to
retrieve. The management modality was changed
to a right posterolateral thoracotomy. A right ap-
proach was used, unlike the usual left approach
for managing EFB in the lower third of the esoph-
agus, because the lesion deviated to the right me-
diastinum. Unexpectedly, we detected a cephalad
migration of the gastric cardia through the hiatus
into the posterior mediastinum. The gastroesoph-
ageal junction was found after the stomach was
opened, and a sliding esophageal hiatal hernia
was diagnosed.5 The impacted partial denture
was removed by gastrostomy. There was no evi-
dence of esophageal or gastric perforation, but
there was injury to the esophageal and gastric
mucosae in the form of erosion, edema and inflam-
mation, with extensive turbid fluid accumulation.
The delayed diagnosis of foreign-body retention
resulted in esophageal and stomach mucosal
erosion and severe inflammation, with pending
rupture, bacterial overgrowth and translocation,
which caused systemic sepsis.6 The surgical find-
ings correlated with the clinical presentation of
mediastinitis and bilateral pleural effusion.
Unfortunately, the patient died from nosoco-
mial pneumonia not directly related to the EFB.
However, the ingestion of the partial denture, with
chronic inflammation and erosion of the gastric
mucosa, went unrecognized and unreported until
the patient was in a state of sepsis with conscious-
ness disturbance, probably a considerable time
after the ingestion. The unusual presentation of
the lower third EFB, combined with a sliding
esophageal hiatal hernia mimicking esophageal
perforation, made the diagnosis and management
much more difficult than usual.
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